this is not only effective in inducing abortion, but is also the principal cause of fatalities.
The common instruments or so-called instruments used are usually divided into either penetrating or injecting. Penetrating instruments which have been used with fatal results are legion and include such things as gramophone needles, crochet hooks, knitting needles, bicycle spokes, pencils and bougies. One of the most popular is slippery elm bark. Strips of slippery elm bark are inserted into the cervical canal, where they absorb moisture and swell, behaving as a laminaria tent. More recently West Indian immigrants have been using privet and eucalyptus strips for the same purpose. Of the injecting instruments, the Higginson's syringe is by far the most popular. The nozzle or an adaptation is inserted into the cervical canal and fluid consisting usually of soap solution, with or without added antiseptic, is forcefully pumped into the uterus.
Death from criminal instrumental abortion may be rapid or delayed. Of the rapid deaths the most dramatic is reflex vagal inhibition of the heart, due to stimulation of vagal nerve endings by the passage of the instrument or the application of very hot or cold fluids. Death is instantaneous. This is now rare.
The most common cause of rapid death following intrauterine injection is embolism due to air and injection solution entering the circulation. Death usually occurs some five to eight minutes after commencement of the injection. It may occur more rapidly, or in certain circumstances be delayed for some hours. Fatal hemorrhage following criminal interference with pregnancy is rare. Rupture of the uterus may occur when interference takes place during the last months of pregnancy. The highest mortality in any series is due to infection. Death may be rapid. I have seen death from Cl. welchii septicwemia occurring within seventeen hours of instrumentation. Many pathogenic organisms have been responsible for death including Cl. welchii and streptococci. Today E. coli is more common with the use of antibiotics. Septicemia from Cl. welchii has been mistaken for acute hepatitis.
General peritonitis may follow perforation of the vaginal vault or uterus by the instrument or by rupture of an abscess of the uterine wall into the peritoneal cavity. Death may be a late complication of abortion if there is a residual chronic infection of the uterus, tubes or pelvis. Fatal reflex anuria may cause delayed death. This was more frequently seen when Dettol or some phenolic compound had been used in the injection solution. The advent of the artificial kidney appears to have neutralized this hazard.
So far only illegal abortions of the type carried out by the medically unqualified abortionist have been discussed. Those carried out by the unskilled medical practitioner are also fraught with danger, even though he may use accepted therapeutic procedures. Dilatation and curettage resulting in perforation of the uterus, haemorrhage, and even the removal of coils of intestine through the cervix have all been recorded. Uterine pastes have also caused death in unskilled hands.
Therapeutic methods in present use include dilatation and curettage in the first trimester, and later, open hysterotomy, amniotic fluid replacement by hypertonic saline, abortifacient intrauterine paste and vacuum suction. All these methods may have lethal complications. Fatal infection is very rare in therapeutic abortion, and infection following hysterotomy is probably no more of a hazard than in other open abdominal operations. Fatal infections, however, are seen near term following artificial rupture of membranes to induce early labour. Other hazards, common to all major surgery, carry their usual toll, such as anesthetic death and fatal pulmonary embolism several days after the operation, a real danger in the obese patient.
Hamorrhage due to perforation of a uterine artery by a dilator appears to be the most common fatal complication of vaginal evacuation in the multiparous patient; abortifacient paste embolism has been recorded, also rupture of the uterus following vacuum suction.
Several fatalities have been recorded after amniotic fluid replacement by hypertonic saline. In these cases hypernatremia apparently occurs from spillage of saline into the peritoneal cavity, resulting in symmetrical infarction of the amygdaloid nuclei. This condition has been reproduced in pigs, who are especially sensitive to hypernatremia.
Dr H de Watteville (University Clinic ofGynwcology and Obstetrics, Faculty ofMedicine, Geneva) Therapeutic Interruption ofPregnancy by Intra-amniotic Injection of 10% Saline Solution During the years 1951-1968, 942 mid-trimester pregnancies were interrupted for therapeutic reasons by transabdominal intra-amniotic injection of 10% saline solution at the Maternity Hospital in Geneva (Sabeti & de Watteville 1967 , Sabeti 1968 ). In the first ten years the technique was modified and improved several times. In its present form, which has been in use since 1962, it has proved to be an easy and safe method for interrupting a pregnancy from the 14th week of Section ofObstetrics and Gynwcology amenorrhoea onwards. Three deaths occurred in 1951, 1953 and 1961 (total mortality rate 03 %), two of them were due to infection and one to accidental intravascular injection of the hypertonic saline solution.
To prevent infection one must make sure that no signs of local or general infection are present in the patient before starting the procedure. A closed circuit is used for tapping the amniotic fluid and for replacing it successively by one litre of 10% saline solution. The technique employed is similar to the one used for exhange blood transfusion. At the end two million international units of penicillin and 1 g of streptomycin are injected into the amniotic cavity. If no clear amniotic fluid is obtained after three attempts the procedure is abandoned.
Local anaesthesia of the abdominal wall at the site of amniotic puncture is sufficient and general anesthesia should not be given as it would mask the characteristic reactions of the patient produced by accidental intravascular injection of hypertonic solution. Since 1962, 314 legal abortions have been done by this method without a death and without major complications. In 2-9 % there was either a rise of temperature or a hsemorrhage during the post-operative course, but we never observed any sign of an inflammatory lesion in the pelvis, and no blood transfusion was needed. The length of stay in hospital was definitely shortened if curettage was made routine immediately after spontaneous expulsion of the feetus and placenta. Seventy per cent of patients had left hospital within three days after expulsion and two-thirds within seven days after admission. The interval between amniotic puncture and interruption of the pregnancy varied between 6 and 96 hours, but in about two thirds expulsion occurred within thirty-six hours after intra-amniotic injection of the hypertonic saline solution.
At first we repeated the intra-amniotic injection if no contractions occurred within twenty-four hours, but since 1961 we have abandoned this practice which appeared to be unnecessary. On the other hand we use an intravenous drip infusion with oxytocins (10-20 international units Syntocinon in one litre of 5% glucose, 10-20 drops per minute) whenever labour has not started within twenty-four hours. Spontaneous contractions set in within this time limit in 20 % of cases: one induction of labour was sufficient -in 55 5%, two drip infusions were needed in 18% and more than two in 6-1 %. The failure rate reached 10-5% during the years 1951-1961 (66 cases out of 628) but dropped to 5 4% for the period of [1962] [1963] [1964] [1965] [1966] [1967] [1968] (17 cases out of 314). The failures were in some cases due to the impossibility of introducing a needle correctly into the amniotic cavity. This happened in 2-9 % of cases during the first period but only in 0-6 % after 1961. During the years 1951-1961 there were few cases without consecutive dilatation of the cervix in spite of an apparently correct intra-amniotic injection (0-8 %) but this did not happen during the second period.
In a number of cases uterine contractions led to a certain degree of cervical dilatation, but the feetus and placenta were not expelled. This happened in 6-8 % of cases during the first period and in 4 1 % from 1962 to 1968; however, interruption of pregnancy was easily performed by the vaginal route. Sufficient dilatation of the cervix was obtained with no difficulty either with laminaria or by vibration, produced by a special instrument, the 'cervilator'. It may be that the interval between the onset of contractions and the amniotic puncture could be lowered and the failure rate diminished if a 20 % saline solution were injected instead of a 10% one. This 20% solution is recommended by various authors (Bengtson 1967 ), but we believe that the 10% solution is sufficiently efficacious and less toxic in the event of accidental intravascular passage into the circulation. It is true that this danger may be reduced by using a fine polyethylene tube which is inserted through a trocar into the amniotic cavity (Bengtson 1967 ). Some authors have been able to interrupt pregnancy by injection of 40% glucose (Brosset 1958 , Wood et al. 1962 , Krishna Menon & Deshpande 1966 ). This will not produce dangerous side-effects in case of intravascular injection. However, we have found that a hypertonic glucose solution will be diluted within a few hours after intra-amniotic injection and fear that it will then become an excellent culture medium.
At first we explored the vaginal route for puncturing the amniotic cavity either through the cervix or through the posterior vaginal vault. However, both techniques gave poor results in our hands and were therefore soon discarded.
We have no personal experience with extraamniotic transcervical injection of hypertonic solution, which has been used by several authors mainly in Scandinavia. This procedure seems advantageous especially in early stages of pregnancy when transabdominal puncture of the amniotic cavity is still hazardous. In Geneva we perform therapeutic abortions up to the 14th week of amenorrheea without difficulty and very little trauma by using the vibrator for dilatation of the cervix and a suction device for emptying the uterine cavity.
Intra-amniotic injection of various fluids like hypertonic saline or glucose solutions, opaque media or formaldehyde, is followed by the onset of uterine contractions and expulsion of the foetus.
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The mechanism of this phenomenon is not yet quite clear. It seems due to necrosis of the amniotic epithelium and possibly placental tissue rather than to acute distension or direct stimulation of the uterine muscle (Stamm & de Watteville 1954 , Christie et al. 1966 . Various techniques may be used for therapeutic interruption of pregnancy by intra-amniotic injection. The procedure we have employed has proved in its present form to be a reliable and innocuous method for legal abortion whenever it was not possible to perform the operation before the end of the third month of pregnancy.
In such cases the intra-amniotic injection of 10% saline solution will empty the uterus without traumatizing the cervix and without leaving a scar in the uterine wall. Abortion was legalized in Yugoslavia in 1960 and since then the number of legally induced abortions has been rising steadily. The aim of this study was to determine the incidence of morbidity and mortality in our large series of legal abortions.
Material
In the years 1965-68 inclusive 18,758 legal abortions were performed in the Department of Obstetrics and Gynecology, Skopje University, Yugoslavia. There were 15,074 deliveries in the maternity unit during the same period of time. In addition, 2,283 patients were admitted to the department with abortions which had not been legally induced, a considerable number of them having been provoked illegally in various ways. This made a total number of 36,115 pregnancies registered. ' This study is based on the clinical material of the Department of Gynwcology and Obstetrics, Skopje University, Yugoslavia Methods used and over-all morbidity and mortality:
In the year 1965, 99 % of all legal abortions were performed by the classic technique (CT) of dilatation and evacuation of the uterus. In the last three years when the suction method (SM) was being used, 13,590 pregnancies were terminated as legal abortions, 78 % of which were by SM, 20% by CT and 2% by saline induction (SI). Table 1 shows overall morbidity and mortality following each of the techniques used. There were two deaths (0 02%) associated with CT, both in patients with chronic heart disease, but none after SM. None of the 339 patients treated by SI died, but subsequently there has been one death due to this technique with renal failure following a massive necrosis of the uterine wall. Sabeti & de Watteville (1967) reported 0 34% overall mortality rate in their series of 875 therapeutic abortions performed by means of artificial hydramnios.
Operative complications occurred in 0 94 % following CT and 0-26% after SM. These complications were considerably more frequent when CT was used. Post-operative complications occurred early in the recovery period after both techniques (CT and SM) with a total incidence of 3-7%. Table 2 shows that patients were more exposed to infection when CT was used, whereas 
